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The following statement on health care and justice represents a posi- 
tion paper adopted by the Christian Medical Commission at its 1973 
annual meeting after a lengthy discussion on this topic. It is called 
a position paper because it simply represents a stage in an ongoing 
debate, and this is why its final recommendations are not as specific 
as we had hoped. The paper is sure to provoke a criticism from the 
pragmatists who know that so much needs to be done, if we are to pro- 
vide adequate health services for all. They might well ask why we 
spend time on theoretical discussions. 


One of the main reasons why health care reaches so few is because of 
the maldistribution of manpower and resources. It is not unusual to 
find countries in which 80 percent of the population are deprived of 
these services. Obviously, such an imbalance in the distribution of 
resources is unjust. Furthermore, any attempt to correct this im- 
balance raises questions about the use of power. Yet it is precisely 
in the uses of power that justice and injustice are most apparent. 
This is most clearly seen in the decisions which health workers and 
health planners make in choosing their role, their programme and their 
distribution of scarce resources. On the basis of these decisions, 
some people will be served and some will be deprived. One of the ques- 
tions we need to ask in this exercise of power (decision making) is 
whether we have satisfied the claim of justice that more are served 
than are deprived. 
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Position Paper on Health Care and Justice 


When the Christian Medical Commission was formed in 1968, its first 
major activity was to evaluate the existing patterns of relationship 
between church medical institutions and the people they served. We 

are deeply conscious of the tremendous dedication and selfless service 
that have made church-related hospitals unique symbols of the procla- 
mation of Christian love in action. Continuing contributions have been 
made in changing whole systems of service, providing pioneering ap- 
proaches to new geographical areas, opening new educational perspec- 
tives, and in all of this in demonstrating a high quality of concern. 
Problems have now arisen which require new adjustments to changing con- 
ditions, without derogating in any way the contributions of the past. 


One sign of trouble has been our inability to keep up with the progres- 
sive effort to match in the overseas setting the qualitative improve- 
ments in hospital care which have characterized the scientific surge in 
world medicine. This has required a rapidly escalating investment in 
both facilities and personnel so that increasingly specialized physi- 
cians can work with more elaborate and expensive equipment. Hospitals 
are doing more and more for the same limited number of patients. 


The comments which follow are directed to those in all parts of the 
world who share our concern. The Commission's studies of the past 
five years have shown that the traditional hospital-based approaches 
have been both ineffective and inefficient. 


Our approach has been ineffective in meeting the total needs of popu- 
lations for both physical and spiritual healing. Community surveys 
show that we reach only a fraction of the people in a hospitai's orbit. 
It is no longer enough to say that our responsibility is only to pro- 
vide a facility and then it is up to the people to come. Rather, the 
service personnel must take more initiative. The fact that the most 
intolerable health conditions are perpetuated immediately around our 
hospitais is scarcely a Christian witness. Deplorable health condi- 
tions cannot be casually blamed on prevailing social and political con- 
ditions. When we did not have effectual measures for health improve- 
ment, it may have been justifiable only to prectise curative medicine. 
Now that we have increasingly potent tools for both curative and pre- 
ventive services, we must apply a whole new standard of priorities, 
based on careful analysis of those approaches which are most effective 
in improving health. Almost all hospitals are doing something about 
prevention, ‘but no effort has been made to use a cost/effectiveness ap- 
proach in getting a more appropriate balance between curative and pre- 
ventive activities. A common response is that we will get around to 
prevention after we have taken care of immediate medicai needs and 
emergencies. The seen sick patient before us has an emotional impera- 
tive that draws us away from such activities as caring for the unseen 
thousands of children around us who need better nutrition. But a con- 
cern for effectiveness will require a better balance of preventive ac- 
tivities. 


The hospital-focused health care system is also inefficient. A clini- 
cal condition that requires massive investments - especially in the 
most precious commodity of personnel time - could often have been pre- 
vented at a fraction of the cost. This is especially true of the 
health problems that crowd the wards in poor communities. Our inef- 
ficiency is also evident in the way we use time within the hospital. 
Because of archaic medical prejudices about clinical care being the 
doctor's preserve, we do not turn routine treatment over to auxiliary 
personnel, although it has been abundantly demonstrated that they can 
care for 90 percent of illnesses as effectively as physicians. Pa- 
tients must invest inordinate amounts of wasted time in waiting while 
nothing is done = both as inpatients and outpatients - while the ha- 
rassed doctor is trying to get through a phenomenal daily burden, most 
of which could be handled just as well by others. The fact is that 
elaborate hospital facilities are designed more to serve the profes- 
sional convenience of overly busy physicians than the well-being of 
patients. Most seriously, the peoole are not given the education that 
would permit them to take care of their own health problems. They are 
also not given the compassionate listening time needed to unburden 
their psychological problems and fears. 


The Christian Medical Commission has shared with others increasing at- 
tempts to publicize these areas of concern. The generally favourable 
response has been most encouraging. Our further deliberations have 
now brought us to an additional insight, which we are planning to ex- 
plore in more depth. We communicate our thinking at this time with 
the hope that we will get the widest possible participation in our ex- 
ploration. 


For Christians the most serious indictment of a primarily hospital- 
oriented health care system is that it is not only ineffective and 
inefficient but that it is ‘also"unjust. © In Face, tues Univsec oer 
because it is ineffective and inefficient. The technical inefficiency 
and ineffectiveness we must be sensitive to professionally, but those 
with Christian concern must be especially sensitive to the injustices 
of the health system. 


The definition of injustice here starts with the conviction that ba- 
sic morality requires equitable distribution. The greatest moral di- 
lemma of medical care is to find the least unjust way to allocate 
scarce resources. We cannot just open facilities and wait for the 
centripetal and spontaneous inflow of patients. Our concern must be 
centrifugal in reaching out to all those in need. Accessibility has 
three sorts of constraints: 


- geographical - and this means that we must decentralize ser- 
vices$ 
- socio-cultural - and this requires the removal of real or imag- 


ined barriers, especially those that are cul- 
turally misinterpreted because the impersonal 
environment of the hospital tends to frighten 
the ordinary patient; we must also be prepared 
to help patients understand the root causes of 
their disease so as to promote prevention: and 
to help them adjust to questions such as, "Why 
did this disease happen to me?"s 


- economic - and here we need innovative ways of avoiding 
the dehumanizing aspects both of expensive pri- 
vate care and of free treatment through provid- 
ing a mix of financial arrangements for care 
that is inexpensive while still being good. 


The primary requirement then is that there be no discrimination in the 
way we assume responsibility for total populations around our institu- 
tions. This does not imply forcing services on anyone but rather see- 
ing that their needs are recognized and taken into account, and then 
reaching out to make services available to everyone in the area. Two 
steps are involved. First, instead of spending all our precious re- 
sources on those who come spontaneously, we must work out new ways of 
defining and providing a basic minimum of services for all. The defi- 
nition of this basic minimum must be locally derived and strictly lim- 
ited to ensure coverage. The second part of providing equitable dis- 
tribution is to set and follow priorities in care. The purpose is to 
Focus on the measures that will do the most for particularly vulnerable 
groups. This exercise must combine technical understanding with com- 
munity participation in planning. A major result is that people are 
helped to solve their own problems. 


Another pattern of differential deprivation of care is built into the 
institutional structure of the large modern hospital. Traditional vil- 
lage communities provided multiple mechanisms for social and psycholo- 
gical support for the sick and their families. Modern institutional 
organization becomes depersonalized, partly because size demands rou- 
tines and these tend to be dehumanizing. As Christians we can try to 
compensate by being loving. However, the institutional environment it- 
self often discriminates against the families most in need of support. 
The provision of health care, particularly in a prestigious hospital, 
may combine technical excellence with procedures which are destructive 
of family and social relationships. 111 health in itself places great 
strains on personal relationships, and the way that problems are han- 
dled can be healing in strengthening bonds of caring, or grossly dis- 
ruptive in callous unconcern for subtle relationships which form the 
feerac ofslife. 


An important element in the effort to reduce injustice through better 
health care is to relate health deliberately to the total development 
of the whole person. Attention must be given to the needs of individ- 
uals, families and communities. This requires real collaboration of 
health workers with those working in the economic and political sec- 
tors of community life. It involves especially an awareness and wil- 
lingness to do something about such problems as environment, malnutri- 
tion and the balance between population growth and development. An 
exciting possibility is to learn whether a simple, auxiliary-based pro- 
gramme of integrated health and family planning can be an entering 
wedge in the process of development, both through changing personal 
attitudes and expectations about the future and also by providing a 
community-based channel through which felt needs can be expressed. 


We speak here mainly of discrimination in the distribution of services. 
available to the communities surrounding hospitals. The same princi- 
ples apply with even greater force in the planning of regional and na- 
tional health services. 


A truly community-based approach in health care offers a whole new 
range of involvement and potential renewal for the church. Showing 
love in action through healing can be a corporate service activity of 
Christians. With professional guidance, many community activities can 
be best done by simply trained auxiliaries and volunteers. But church 
involvement must not be exclusive, it must be inclusive of all who want 
to serve. 


In summary, injustices arise because of: 


l. inequitable distribution of scarce resources. This requires 
a basic minimum of services for all and priority arrangements 
to provide special services for vulnerable groups. 


2. communities and individuals do not have opportunities to par- 
ticipate in health care decisions, especially as they relate 
to total development. 


3. the health care system does not promote the wholeness of in- 
dividual, family and community life through its tendency to 
depersonalize individual care and disrupt interpersonal rela- 
tionships, with those who suffer most often being those most 
in need. 


This leads us to present three challenges to policy makers and funding 
agencies, to health workers and educators, and to all who share our 
concern. We reiterate that these challenges represent a new recogni- 
tion that we hope to explore with many. The Commission commits itself 
to respond to these challenges and to the further insights that will 


come cut of continuing efforts to improve our understanding and per- 
ception. 


l. We share in a call to openness, to new vision and insight and 
a daring readiness to explore complex relationships at the 
interface between science and human values. 


2. The challenge to individuals is that in our daily working set- 
ting and relationships we must make our part of the action more 
just in allocating more equitably those resources we control. 
But we have to start where we are and use what we have as we 
move incrementaliy to innovation. 


3. The corporate challenges is that we review critically the just- 
ness of the health system as a whole. This does not mean con- 
demning or discarding the means and understanding that have 
contributed so much in the past. We can now build on the past 
with our new insights, just as those in the future will build 
more just systems as today's justice becomes tomorrow's injus- 
tice. We justify this call in the belief that there is no 
force as aggressive yet as healing as love. 


CMC NEWS IN BRIEF 


(Neil Mellblom, LWF Information 
Bureau.) - The position paper for- 
mulated at the sixth annual CMC 
meeting at Bossey Ecumenical In- 
stitute, (2-6 July 1973) was sharp 
in its criticism of primarily hos- 
pital-oriented health care systems. 
Cited were their inability to reach 
large enough numbers of people, the 
high costs of elaborate facilities 
and the impersonal nature of treat- 
ment in overcrowded situations. 


In addition to adopting the posi- 
tion paper, the CMC made plans to 
launch a study on "special Chris- 
tian insights" in the health care 
Field. It also was determined 
that the agenda of the 1974 meet- 
ing would re-examine the entire 
health manpower training system 
in the context of the health and 
social justice theme. 


The future of the CMC, formed in 
1968 and with a mandate expiring 
in 1976, will be under considera- 
tion in the coming year. A re- 
view committee to be named by the 
Commission's sponsoring bodies, 
the WCC Commissions on World 
Mission and Evangelism and Inter- 
Church Aid, Refugee and World Ser- 
vice, will examine its past ac- 
tivities, look into needs of the 
churches in health care and de- 
termine whether a proposal for 
continuation of the CMC or a simi- 
lar unit should be presented to 
the WCC 1975 Fifth Assembly. 


Specific projects discussed by the 
CMC included.a report on the 
"Health Care in China" study, which 
has been conducted by a group of 
medical specialists in Hong Kong. 
Ms Susan Rifkin, an American si- 
nologist on leave from the Uni- 
versity of Sussex, England, has 
coordinated the work. The pro- 
ject has had the joint sponsor- 
ship of the CMC.and the Lutheran 
World Federation Department of 
Studies, through its project 

area on encounter with religions 
and ideologies. 


Mr James McGilvray, Geneva-based 
CMC director, said a report pro- 
duced by the Hong Kong group cur- 
rently is being reviewed by a Com- 
mission subcommittee and will be 
published early this fall. 


The study was launched, Mr McGil- 
vray said, following several ac- 
counts in the general press and 
medical journals on the success 
of a health care system in the 
People's Republic of China, which 
utilizes auxiliary manpower and 
Fills immediate needs down to 

the village level. 


It is hoped that the published 
report can provide general guide- 
lines for health care systems in 
a variety of countries. 

(The report is obtainable through 
the Christian Medical Commission, 
1211 Geneva 20, Switzerland. ) 


The Ecumenical Institute in Bossey, near Geneva; the venue of the sixth annual ( 
meeting of the CMC, 2-6 July 1973 


Theologians Joel Ngeiyamu, Metropolitan Anthony, Basil Meeking, David Jenkins ( 
and Arne Sovik reflect on the Christian understanding of health care and jus- 


tice 
An outdoor discussion on the 


During coffee break - Pieter 
common interest: health care 


Before supper there was time 


churches' involvement in health manpower training 


Janssens, Robert Bowers and Jean Mandiangu. Their 
services in Zaire 


for relaxation on the volleyball court 


Secretary Angela Horton busily transcribing one of the resolutions passed by 


the Commission 


